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GASTRIC NEUROSES. 

By John B. Heaver, M.D., LL.D., 

Bunaco.N-iN-cniEP to the german hospital, Philadelphia. 

There is, perhaps, no single word in medical terminology that has 
been made to cover so many deficiencies in learning and diagnostic 
acumen as the term “neurosis.” For years it has been accepted as 
a full explanation of innumerable morbid phenomena and processes 
beyond the range of contemporary medical knowledge; and to no 
class of disease has it been more freely applied than to certain 
forms of disease of the stomach. 

The very complexity of the classification and description of gas¬ 
tric neuroses in the text-books, the diversity of opinion concerning 
their causation, and the innumerable modes of treatment sug¬ 
gested by various authors lead us at once to question the supposed 
facts concerning them. The use of many drugs for a single condition 
leads us to doubt the value of any one; and irreconcilable differences 
of opinion on theoretical questions in medicine and surgery lead us 
to doubt the statement of any of the disputants. There can be no 
doubt, however, that there are certain morbid gastric conditions 
which have been and are still classified as neuroses, and . that the 
surgeon as well as the medical practitioner is often called upon 
to confirm a diagnosis or suggest a treatment. It will be my pur¬ 
pose, then, to consider these so-called gastric neuroses, especially 
in so^ far as they concern the surgeon. Those manifestations of 
gastric disturbance primarily psychic in nature or associated with 
grave organic nervous lesions evidently do not come within the 
scope of such a discussion. We may discuss them, granting their 
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existence, but realizing their non-importance as regards the question 
at issue. 

What concerns us particularly is that set of gastric symptoms 
classed grossly as ‘‘nervous dyspepsia.” Under this general term 
have been grouped the most diverse symptom-complexes, with, 
as a rule, but little understanding of the underlying principles 
of the case. It is true beyond a doubt that there are certain dis- 
turbances in the gastric function, motor, secretory, and sensory 
for which we can, by the minutest examination, find no organic 
basis. Besides grouping them into these three classes, we may 
also classify them as conditions of irritation or depression. Thus, 
gastralgia, nausea, and gastric hyperesthesia are prominent types 
of sensory disturbances; hyperchlorhydria and hypersecretion are 
well-known types of secretory disturbances; while atony, pyloro- 
spasm, and pyloric insufficiency represent well-known varieties of 
motor disturbance. Needless to say, motor, sensory, and secretory 
aberrations may all be combined in a given case, and it is by various 
combinations that the different types of so-called “nervous dys¬ 
pepsia are produced. 

When we speak of any one or more of these conditions as a neu¬ 
rosis, we exclude by that very term the presence of an organic 
stomach lesion to account for the symptoms, or the existence of a 
lesion beyond the stomach which gives rise to them reflexly. Ac¬ 
cepting them as neuroses, what is their frequency of occurrence 
how may they be correctly diagnosticated and treated, and in wbat 
way do they reach the borderline of surgical practice? 

As a fundamental principle we can safely state that a gastric 
neurosis without other neuroses or neurasthenic conditions is a 
most rare thing. In practically every case in which we finally con¬ 
clude that the condition is a true neurosis it will be found that it is 
but one of a train of neuroses affecting the most diverse body func¬ 
tions and most widely separated organs. Careful examination 
may often be necessary to bring this fact to light. The gastric 
symptoms may so overshadow all others that attention is directed 
only to them. We would expect to find these neurotic or neuras¬ 
thenic conditions most frequently in females, in the third and 
fourth decades of life. The picture that would present itself at 
once to the mind is that of a more or less emaciated, weak, and 
anemic patient. Often this may be realized, yet how often do we 
find neurasthenic manifestations, gastric and other, in the well 
nourished, and even robust, in persons of either sex, and in those in 
whom they might least be expected. Thus, for example, nervous 
gastric manifestations arc not uncommon in farmers, a class in 
whom we would least expect to find them. 

In what order of frequency do we find the symptoms? Of the 
sensory disturbances we find more or less anorexia or at l eas t capri¬ 
ciousness of appetite in almost every case. It is such a constant 
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symptom in both organic and functional stomach diseases that in 
itself it is of but little value. Practically every sufferer from every 
form of gastric disease, real or imagined, complains of it at one time 
or another, and, as I have stated, the universality of the symptom 
renders its diagnostic value small. True gastralgia I have found 
very rare. It has been my experience that it is not a disease in 
itself, but a manifestation of disease of a definite organic nature, be 
it in the stomach, the central nervous system, or elsewhere. To 
this I will return later in speaking of its diagnosis. 

Of the secretory disturbances, hyperchlorhydria is by far the 
most important. It is far more frequent than hypersecretion or 
gastrosuccorrhoea, which in its true form is indeed very rare, or 
than deficiency in hydrochloric acid in the gastric juice. Imme¬ 
diately there arises the question as to our ability correctly to diag¬ 
nosticate such a condition of hyperchlorhydria, even if it be present. 
In spite of the vast amount of research work done upon the chem¬ 
istry of the gastric contents and secretions, it cannot but be admitted 
that our knowledge concerning them is vague to a degree, and that 
our methods of examination are extremely crude. The normal 
variations of the amount of hydrochloric acid in the stomach contents 
and secretion at various ages and various stages of digestion, the 
individual deviations from a fixed standard, are very great The 
normal amount for one person may be deficient or excessive for 
another. From a period of comparative confidence in our exami¬ 
nations of the chemistry of the stomach we have come to one of 
doubt and uncertainty. Where once ah examination of the stomach 
contents was supposed to clinch the diagnosis in most instances, it is 
now generally considered of secondary value. My own experience 
with gastric analyses has been most unsatisfactory. Where once I 
had hoped that they would lead us to the possibility of definite diag¬ 
noses of ulcer, carcinoma, and secretory disturbances unaccompanied 
by organic lesions, I have now almost come to the conclusion that a 
gastric analysis is too often of but little help to a diagnosis. Yet 
extreme cases of hyperchlorhydria can be so diagnosticated, and do 
at times occur in the absence of anything that would seem to account 
for the condition. 

As will be seen later, sensory and secretory disturbances of the 
gastric function are of import to the surgeon from a diagnostic 
point only. As we enter the field of motor disturbances we ap¬ 
proach the scope of surgical treatment as well as diagnosis. Vom¬ 
iting, eructations, and colic are, as a rule, but symptomatic. We 
may have apparently causeless, often repeated, attacks of vomiting, 
or vomiting of special articles of diet, in which operation or autopsy 
fails entirely to give us even a clue to the causation. In a recent 
article by a prominent surgeon published in the Annals of Surgery, 
a number of such cases are cited, and the author has apparently 
had brilliant results from exploratory operation, made, however, 
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upon false diagnoses. He even goes so far as to recommend oper¬ 
ation for the cure of such a neurosis—an extremely radical and, 
to my mind, untenable position. A patient upon whom a gastro^ 
enterostomy was performed not only had no relief of symptoms 
but was much injured thereby. 

Atony of the stomach also cannot at times be considered as any¬ 
thing but a neurosis, and its treatment falls fully as much within the 
province of the surgeon as of the internist. In the diagnosis of this 
condition we are again confronted by the lack of exactness of 
our methods of examination and the difficulty of fixing a standard 
with wide enough limitations to include all normal cases and yet 
of sufficient definiteness to be a standard. 1 

Finally, we have that vague group of symptoms, sensory, motor 
and secretory combined, which, in the absence of any definite or 
tangible demarcation,^ has been called “nervous dyspepsia.” It 
includes definite feelings of distress, pain or heaviness in the 
epigastric region, eructations, anorexia, gastric torpor rather than 
marked atony, intervals of excess of acid secretion, and an asso¬ 
ciated intestinal derangement, with almost invariable constipation. 
I Ins is the chronic picture of “nervous dyspepsia.” It may entirely 
simulate a chronic gastric catarrh. It may include few or many 
symptoms, it may be a grave menace to the health of the patient, or 
merely a source of continual annoyance. It is the bane of both 
patient and physician; a long, slow, ever-increasing load of discom¬ 
fort to the sufferer. Probably this may be due to the neuroses at 
tunes; as I hope to show later, it usually is not. Granted, even, 
that it may be, the name “nervous dyspepsia” has been over¬ 
worked almost more than any single phrase, not even exception the 
uric acid diathesis.” r b 

It will be seen, then, that a gastric neurosis is a thing of infinite 
variations. It changes its symptoms from week to week—one 
might almost say from day to day. It may show itself in a complex 
8™ U P of symptoms or in the persistence of one particular inex- 
pucable annoying condition. 

The diagnosis of a gastric neurosis is probably the most difficult 
of all to make. The methods of examination of the stomach 
which are definite may almost be confined to an estimation of its 
size by percussion and a determination of its capacity. I have 
already expressed my opinion, based on personal experience, of the 
methods in use for determining the gastric motility and secretory 
power; ns n whole they are most unsatisfactory. 

The^ most important features in the diagnosis of any gastric 
neurosis is the eliciting of a careful history, which will show us the 
general neurasthenic condition of the patient. His ocular or car¬ 
diac symptoms may give us a clue. The presence of a manifest 
general nervous breakdown with an undoubted neurasthenia would 
at once predispose us to consider, at least, any gastric symptoms 
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present as but local signs of a general process. Yet such local 
manifestations are often found in patients in whom we would least 
expect an asthenia of the nervous system as a whole. Then, again, 
this run-down condition may be a secondary neurasthenia, due to a 
primary lesion which underlies both it, indirectly, and the primary 
condition of the stomach most directly. Thus, a patient with a 
latent but not symptomless gastric ulcer would soon show gastric 
symptoms, which might be considered nervous in origin, as well 
as a general neurasthenic condition due to his sufferings. 

The variability in gastric symptoms would again point to a neu¬ 
rosis. A patient with a definite organic lesion of the stomach has 
a cycle of more or less definite symptom-complexes, progressively 
going from bad to worse. The neurasthenic, on the other hand, 
shows with every fluctuation of his general condition a corresponding 
change in the gastric status. Yet how difficult the diagnosis may 
be can only be appreciated by those who have had many stomach 
cases under observation. 

A gastric ulcer, for instance, may manifest itself in any number 
of ways. If, for instance, the pain is the most prominent symptom, 
and vomiting is absent, as it is in a number of instances, how 
apt one would be to attribute the pain to a functional condition, 
and to call it a true gastralgia. Treatment might relieve it some¬ 
what, but the diagnosis would remain doubtful until some acute 
manifestation of the ulcer brought to light the true condition of 
affairs. Then, again, an ulcer of another type might have as its 
cardinal symptom the hyperchlorhydria so often found as an accom¬ 
paniment of ulcer. The physician’s attention would first be directed 
to the excess of acid, and the absence of great pain and perhaps of 
vomiting would make the false clinical picture of a severe secretory 
obstruction, with its concomitant train of evil symptoms. An ulcer, 
again, may show its presence primarily by the vomiting which it 
causes, yet be entirely without bleeding. How easy it would be to 
confound it with a purely functional vomiting. Again, it might 
remain entirely latent for long years and give rise only to that 
vague picture of “nervous dyspepsia” before mentioned. Almost as 
common as gastric ulcer, in the experience of some surgeons, is 
duodenal ulcer. Its symptoms even more frequently than those of 
the corresponding condition in the stomach fail of recognition. 
Many indeed of these cases are diagnosticated as “functional” or 
“ nervous dyspepsia,” and they are allowed to go on until perfora¬ 
tion or profuse hemorrhage occurs, which, while it makes clear the 
diagnosis, shows us also that valuable time has been wasted and 
the patient allowed to lose his best chance of cure. 

It is evident that text-books dealing with diseases of the abdom¬ 
inal organs must be rewritten, as the descriptions they now contain 
of the symptoms of diseases of these organs are of no moment at 
all in making an early diagnosis. Until' these text-books are 
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rewritten on the lines of living pathology, they will remain useless 
as an aid in making an early diagnosis. 

Carcinoma in its early stages also is much more often considered 
as a gastric catarrh or nervous dyspepsia than it is recognized. 
The physician of the past but too often has allowed these cases to go 
on to the stage of entire hopelessness before really making a cor¬ 
rect diagnosis. Anorexia followed by the symptoms of a vague 
chronic gastritis or neurosis, when it occurs in a middle-aged 
person, is a condition which should excite our greatest apprehen¬ 
sion, and be dismissed only after the most careful examination has 
been made—after the case, if obstinate, has come to operation. 
When the carcinoma early gives symptoms of obstruction, we have 
simulated the picture of chronic gastric atony, not because the 
stomach musculature is insufficient for its work, but because of a 
constantly increasing obstruction to the outflow of the stomach 
contents. 

Not only do we know that such gross and evident conditions as 
typical ulcer and carcinoma of the stomach may give us symptoms 
of so various a nature as to correspond almost entirely with the old 
picture of nervous dyspepsia, but more recent clinical manifestations 
have directed our attention also to a less evident lesion of the 
stomach. I refer to that condition of puncture ulceration of the 
stomach mucosa with small early bleeding points, which may involve 
almost, if not quite all of the gastric mucosa. In the absence of the 
classical signs of ulcer, which we often have in this condition, the 
hyperchlorhydria present has often been mistaken for the main 
lesion. This is not to be wondered at, as it is only by surgical 
autopsies on the living that we have gained an accurate conception 
of the,condition. Its etiology, again, is quite as obscure as that of 
many of the true neuroses. 

Carcinoma and ulcer may not only lead to a simulation of the 
secretory and sensory manifestations of gastric neuroses, but also 
of the motor neuroses. The resemblances between the evidence of a 
beginning pyloric obstruction and a marked gastric atony I have 
already mentioned. Various varieties of vomiting occur in both 
these disorders, and also in those of less marked pathological 
changes, such as chronic follicular gastritis or minute ulcerations 
of the mucosa. The vomiting in these conditions, and in carcinoma 
at the outset of the disease, is often not to be distinguished from the 
purely nervous types of recurrent vomiting described by many 
authors. 

It has always been my opinion that in very many of the cases of 
vomiting regarded as primary neuroses we have really a symptom 
only of some lesion in or outside of the stomach which, for some 
reason or other, we have been unable to determine. Vomiting as a 
pure motor neurosis is regarded nowadays as far less frequent than 
it was thirty years ago, yet that we occasionally see it does not 
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permit of contradiction. The following case was to my mind one of 
gastric neurosis, a case in which surgical treatment was ill-advised: 

Mrs- ——, aged twenty-nine years. Family history negative. 
Menstruation began at sixteen years, has always been regular; con¬ 
siderable pain. Has one child, eight years old. Never any mis¬ 
carriages. Before having been operated on, six years ago, for 
perineal laceration (at which time there was also a curettement, 
shortening of round ligaments, and removal of small cysts from the 
ovaries), the patient had been subject to sick .sto mach and vomiting 
—in fact, difficulty in keeping anything on the sto mach . Vomiting 
persisted, with nausea and great gastric distress, coming on soon 
after eating. Six months following the first operation a second 
operation was done (removal of hoth tubes and ovaries). Two 
years ago a gastro-enterostomy, and six months later an entero- 
enterostomy was done. The patient now came under my care, with 
a request that I operate on her. The symptoms complained of were 
much the same as originally: vomiting, the patient keeping nothing 
on the stomach, vomiting soon after eating. 

Physical examination demonstrated nothing other than a movable 
right kidney. After having the patient under observation-some 
days, making the usual tests which are done at the present time, I 
determined that she had a neurosis, and had had from the start; 
also, that I would operate on her with the idea of restoring the 
abdominal anatomy to its normal condition, minus the tissues, in 
the shape of intestine, necessary to remove. I opened the abdomen 
and excised the bowel included in the entero-enterostomy and gas¬ 
tro-enterostomy, uniting the jejunum to the terminal portion of the 
duodenum, and closing the opening in the stomach where the gastro¬ 
enterostomy had been done. The patient made an uneventful 
recovery. 

The effect of this operation was to my mind purely psychical, and 
the present condition of the patient is due to the mental impression 
made by it. I found no obstruction at either the gastro-enterostomy 
or entero-enterostomy openings. 

Our careful studies of case histories and minute observation of 
living pathology have convinced us that causes previously overlooked 
or considered insufficient fully suffice to account for extremely grave 
symptoms. 'Hie impossibility of diagnosticating a nervous dyspepsia 
with some slight catarrhal gastritis is manifest. It can be safely 
asserted that, while all sufferers from neurasthenia do not have gas¬ 
tric symptoms, all sufferers from chronic dyspeptic symptoms, from 
whatever cause, soon become neurasthenics. 

Hitherto I have only spoken of the resemblance between so- 
called gastric neuroses and the symptomatology of organic gastric 
lesions. _ It will be evident that we must often be deceived in diag¬ 
nosticating the presence of a neurosis, that in many instances there 
is in a supposed neurosis but the beginning of a serious organic 
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disease. Yet not only in the stomach do we find conditions often 
unrecognized, to the symptoms of which the older clinicians often 
applied the term neurosis, but there are a host of lesions of other 
abdominal viscera which deceive us in the same way. 

We are coming to recognize more clearly every year the fact that 
the various organs concerned in digestion form a system corre¬ 
lated in every part. .The stomach, intestines, biliary system, and 
even the appendix, the latter often described as functionless, do 
their work regularly, in orderly sequence, to accomplish the prepa¬ 
ration of food for assimilation. Earlier brilliant researches in the 
functions of any one viscus often placed before us the picture of 
digestion as a series of related but almost independent processes. 
As a result of this conception the influence of one part of the system 
on all the others was but too often lost sight of. 

The biliary system will illustrate my meaning to perfection. A 
patient who suffers from gallstones with stomach pains of an atypical 
variety will furnish the exact picture of so-called “idiopathic” gas- 
tralgia. All the other symptoms of gallstone disease maybe absent, 
and the pain is attributed to the stomach neurosis when it really has 
a basis in the very solid fact of biliary calculi. During the attack of 
pain a transient hyperchlorhydria is not uncommon, and our very 
effort at diagnostic refinement by means of the stomach tube may 
lead us into still greater error. 

Pericholccystic and peripyloric adhesions are very commonly 
found in association with bile-duct lesions of long standing. When 
they encroach upon the stomach or duodenum they often cause 
symptoms entirely gastric. An indistinct or vague history, pointing 
to the primary lesion is often passed over in a cursory history and 
we are at once led to believe that we must look for the seat of disease 
in the stomach. Indeed, actual pyloric obstruction due to peri- 
cholecystic adhesions is not unknown. In these instances the slow 
and long-continued course of the illness puts a diagnosis of carci¬ 
noma out of the question, the “atony” of the stomach is much in 
evidence, and we may almost bepardoned for an error in the recogni¬ 
tion of the true lesion. 

Simple gallstone disease is often described in text-books as being 
without symptoms. We read of postmortem statistics in which 
these cases predominate, and it has been asserted that nine-tenths 
of all gallstone cases have no symptoms. This is certainly not true. 
Almost every case of such a “symptomless” group would, if the 
history were minutely scrutinized, give us the story of a patient 
afflicted for months, years, even decades, by “chronic dyspepsia.” 
We have learned that while the great classical symptoms of gall¬ 
stones are often absent, almost every case will show marked evi¬ 
dences of impaired digestion. These patients complain of belching, 
anorexia, vague epigastric distress and flatulence, etc. They are 
the very cases that so many practitioners put on such liberal diet of 
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pepsin, sodium bicarbonate, diastase, and remedies of a like nature, 
that it should excite our wonder that after a few months they are 
able to digest anything. Mr. Moynihan, of Leeds, in his lecture on 
“Inaugural Symptoms,” has called attention very strongly to the 
fact that gallstones are not, as is often stated, without symptoms. 
He has aptly cited the term "gall-bladder dyspepsia” as accurately 
describing the digestive symptoms which precede by months or 
years the late or so-called “classical” signs of gallstones. Our 
medical and surgical authorities have commonly neglected to recog¬ 
nize or describe these phenomena. 

Turning to another portion of the digestive tract, let us consider 
the appendix. Chronic disease of this little organ, so long erroneously 
termed rudimentary and functionless, gives us many cases of chronic 
dyspepsia. In part reflexly (pylorospasm), and in part by direct in¬ 
fluence with the cecal and appendical functions by kinks, adhesions, 
and malpositions of the organ, the picture of a chronic intestinal 
indigestion develops, and is very hard to distinguish from dyspepsia 
having its primary seat in the stomach. We must not fail to recog¬ 
nize the fact that malpositions or inflammations of the appendix, as 
found in chronic appendicitis, may cause symptoms far removed 
from the organ by direct action upon the sympathetic nerve fibers 
which ramify in every part of the abdominal cavity. Only within 
the last few days I have performed two appendectomies for 
marked chronic appendicitis in patients in whom the entire pain 
and distress were located in the epigastrium, not even referred 
to tire right iliac fossa (typical instances of pylorospasm). I 
have had similar cases many times. Each recurrent attack of 
pain is referred to as “colic,V and the true origin of the seizure is 
but too often overlooked. The marked constipation and flatus 
which in so many instances is the accompaniment, cause, or result 
of a chronic appendicitis serve to render the patient’s condition 
still more miserable. Medical treatment, or, indeed, any form of 
treatment, not directed to the removal of the cause of the patient’s 
distress must of necessity be futile. It is true that we must be on 
our guard when diagnosticating such a dyspepsia as of appendical 
origin. The reverse of this dictum is also true—that in some in¬ 
stances an indigestion not arising in the appendix, but accompanied 
by constipation, with cecal distention and tenderness, may so simu¬ 
late a chronic appendicitis that an appendectomy is performed. 
Any surgeon who has done much work in appendicitis can look back 
on not a few cases in which an appendectomy for a supposed 
chronic appendicitis, in the absence of a history of well-marked acute 
attacks, has failed to give the relief’ expected of it. Our internists 
and gastroenterologists diagnosticate many cases of gastric, intes¬ 
tinal, and nervous dyspepsia. Hereafter they may save their 
patients much suffering and themselves much chagrin by more 
frequent diagnoses of gall-bladder dyspepsia, duodenal dyspepsia. 
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and appendiceal dyspepsia, and by advising prompt surgical inter¬ 
ference. I have no doubt that such refinement of diagnosis is 
but the question of a short time. 

I need but mention the gastric neuroses of various forms reflexly 
caused by renal lesions, such as movable kidney, lesions of the 
female pelvic organs, or of the male genito-urinary system, to call 
to mind a picture of disease difficult at times to diagnosticate, and 
extremely resistant to any form of treatment, but only indirectly 
within the province of tlie surgeon. 

It is evident, then, that there are many conditions which directly 
or reflexly cause the occurrence of what is termed “nervous dys¬ 
pepsia,” and it is my firm belief that, as a rule, the origin of the 
symptoms can be found in some very definite lesion within or beyond 
the stomach. 

Yet it must be admitted that there are certain cases for which, 
apparently, the term “nervous dyspepsia” must suffice as a diag¬ 
nosis. When we have eliminated the possibility or probability of a 
fundamental lesion, and find a case in which there are the symptoms 
of dyspepsia, especially one in which the distress occurs only after 
the ingestion of food, but regardless of its quantity or quality, we 
may be sure that we have to deal with a true case of gastritis ner¬ 
vosa. The existence of the general symptoms of neurasthenia 
would make the assurance doubly sure. 

What, then, is the attitude of the surgeon toward these cases? I 
think that it should be “hands off,” with but very few exceptions. 
The surgeon’s principal duty, as regards the true neuroses of the 
stomach, is to recognize them, to separate them from secondary 
dyspeptic conditions due to lesions which perhaps it is within his 
province to treat I regard the proposition to operate on these 
cases for the mental effect upon their general neurasthenic or hys¬ 
terical condition as unsafe, illogical, and as setting a most dangerous 
precedent It is certainly a confession of weakness in our thera¬ 
peutics, medicinal and psychic, to suggest such a course. 

These cases belong to the internist and neurologist; whether the 
neurasthenia be primary or secondary to the stomach lesion, our 
treatment is the same. They are in need of rest, with general and 
special dietetic treatment Removal of the primary mental cause 
is essential, and these patients demand the most careful manage¬ 
ment if their recovery is to be assured. 

There is no exception perhaps to the general statement that gas¬ 
tric neuroses per se are not within the province of the surgeon. If 
we consider gastric atony and ptosis as really neuroses, when they 
are apparently primary, they fotm the exception. There are cer¬ 
tain of these cases in which all medical and general treatment is 
unavailing, while a gastro-enterostomy promptly leads to recovery by 
furnishing the stomach with drainage, which by its own force it is 
unable to secure. In ptosis, I have never seen good results from the 
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various methods devised for the purpose of raising the stomach 
itself. I believe that gastroenterostomy is the only logical pro¬ 
cedure. This is true even in some instances in which the pylorus is 
entirely patulous. While I believe that an occlusion of the pylorus 
is the main indication for gastro-enterostomy, I do not think it is 
the only one. 

In conclusion, I cannot do better than to repeat my warning 
against operative interference in neuroses of the stomach. 


THE TREATMENT OP OHRONIO BRONCHITIS. 

By F. Forchheimer, M.D., 

nioruwou or medicine in the medical college or omo, ujnvxnairr or Cincinnati, 

CINCINNATI, OHIO. 

Chronic bronchitis is due to so many causes that its successful 
treatment is a difficult problem and frequently bailies the most 
skilful therapeutist. If wc are satisfied with treatment of symp¬ 
toms, as is commonly done and as, of necessity, must frequently 
he done, a routine therapeutic procedure can easily be prescribed. 
But this'cannot be satisfactory and, as a matter of fact, is not satis¬ 
factory. The patients most commonly give up consulting physicians 
and take such remedies as they choose, namely, some expectorant or 
opium, and the physician, after having prescribed all the routine 
remedies, finally tires of efforts which seem futile. It seems super¬ 
erogatory to state that both causal and symptomatic treatment are 
necessary for successful treatment of any disease; it may be that the 
latter includes the former, but both should be applied when possible. 

Causal treatment has not received sufficient consideration in 
chronic bronchitis, which can be explained by the fact that the 
etiology of chronic bronchitis is very complex and not always dis¬ 
coverable. As indicated by pathological anatomy, there are many 
forms as well as many stages in this disease; but in all forms there is 
some change which eventually produces loss of resistance and of 
elasticity in the elastic and muscular tissue of the bronchi. This 
may be due to a variety of causes acting upon the mucous membrane 
from without or from within the body, or upon some inherent weak¬ 
ness of the tissues themselves. For causal treatment the following 
may be taken into consideration. 

1. Local Causes. Lesions in the nasopharynx; inhalation of 
irritating substances, mechanical, ■ chemical, thermic; infections 
with Bacillus catarrhalis, the pus producers. Bacillus influenza:, 
measles, pertussis, tuberculosis, syphilis; diseases of the pleura— 
pleural adhesions, chronic exudates; diseases of the lungs—asthma 
emphysema, chronic indurations, tumors, .chronic enlargement of 
the bronchial glands; and malformations of the thorax. 



